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INTRODUCTION

The Dan River Region (DRR) is lo-
cated in southern Virginia, with the city
of Danville in the geographical center.
The DRR includes Pittsylvania County,
Va., the northern half of Caswell Coun-
ty, N.C., a southeastern portion of Hen-
ry County, Va., and the western portion
of Halifax County, Va. The area’s econ-
omy is predominantly agricultural, with
some manufacturing and healthcare ser-
vices also adding to the economic health
of the area.

One hospital, the Danville Regional
Medical Center (DRMC), a tertiary-lev-
el medical center, serves the DRR with
350 beds and approximately 150 phy-
sicians, including 25 primary care/inter-
nal medicine physicians and 5 cardiol-
ogists. Approximately 10% of the DRR
population utilizes managed care. All
physicians are in private practices with
many in solo or 2-person groups.

The DRR has a population of
>150,000, comprised of 64% Cauca-
sians, 35% African Americans, .05%
Hispanic Americans, .1% Native Amer-
icans, and .04% Asian Americans. The
population of the DRR ranks within the
top 15% of US counties for annual cor-
onary heart disease mortality. It also has
twice the annual state and national rate
for stroke mortality and new dialysis
starts for end stage renal disease. Forty
percent of the population has an income
below the 200% poverty level as defined
by the US Census. Low educational lev-
els and low per capita income, com-
pared to average state levels, make the
DRR population at increased risk for
poor health outcomes. This large DRR
population is unequally distributed
throughout the region and has an un-
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equal distribution of healthcare resourc-
es. Many reside in rural settings, with
the nearest health care located 30 miles
away in Danville, Va. Pittsylvania
County, Va. is within one of the feder-
ally designated Health Professional
Shortage areas and Medically Under-
served areas.

THE DAN RIVER REGION
CARDIOVASCULAR
INITIATIVE PROGRAM:
DRcHIP

In response to the high rates of car-
diovascular (CV) mortality locally, in
1999, 4 healthcare professionals orga-
nized the Dan River Region Cardiovas-
cular Health
(DRchip), a non-profit voluntary health

Initiative Program
corporation. The founders were 2 senior
public health nurses, a health care edu-
cator, and a physician. The physician
was the director of Medical Education
for DRMC and a hypertension special-
ist, as certified by the American Society
of Hypertension. The founders were
aware of the high CV mortality and
morbidity in the DRR and the existing
efforts of several voluntary health
groups, social groups, and healthcare
professionals who were already working
to improve the CV health of the region.
However, there was no coordination
among these groups, no formal ways to
identify and to meet unrecognized com-
munity CV needs, and no methods to
measure outcomes. DRchip sought to
bring coordination to expand the exist-
ing community efforts. Its mission was
to reduce the mortality, morbidity, and
prevalence of cardiovascular disease in
the DRR population.



A DRchip coordinating committee
was organized and included representa-
tives from those groups already involved
in community CV programs and from
groups that were believed to offer po-
tential additional help, such as mass me-
dia, faith organizations, businesses, and
other community programs. Initial
funding for DRchip came from the Dan
River Health Foundation, a division of
the Dan River Health Systems, Inc. and
in-kind support from DRMC and the
Danville/Pittsylvania Health Depart-
ment. DRchip sought and was subse-
quently designated as a Cardiovascular
Center of Excellence™ by the Consor-
tium for Southeastern Hypertension
Control (COSEHC; www.cosehc.org).
This allowed DRchip to participate in
the COSEHC internet-based CV data-
base.

DRchip utilizes a community-wide
consensus-building approach for CV
disease prevention and treatment within
the DRR through a network of partners
who bring services, fiscal support, and
volunteers committed to serving the
community. Community improvement
avenues targeted in the DRchip com-
munity-based approach include: local
middle schools (CV education/screening
and physical activity promotion); com-
munity members (CV education and
screening); and, a network of businesses
and faith-based agencies. Additional ap-
proaches include: case management of
clients with CV disease; specialty clinics
for hypertension and hyperlipidemia al-
lowing difficult-to-manage patients to
remain in the DRR; and a CME pro-
gram for physicians that analyzes learn-
ing needs of the physician and promotes
best practice standards for CV disease.

DRchip drew from 3 models or
strategies of healthcare improvement: 1)
Continuous Quality Improvement
(CCQI), applied through a consensus-
building community coordination com-
mittee; 2) Community Cardiovascular
Centers of Excellence; and 3) Case
Management. The CCQI applies a con-

tinuous quality improvement model to
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the coordination of community resourc-
es to change community health out-
comes. The National High Blood Pres-
sure Education Program of the NHLBI
validated this community consensus-
building approach for CV disease man-
agement.! The model was initially uti-
lized in selected cities and found to be
successful in identifying hypertensive in-
dividuals and in reducing coronary ar-
tery and stroke mortality. Subsequently,
the NHLBI provided grants to various
states to implement this approach, thus
confirming the success of this approach.

CCQI brings together community
groups with a stated interest or a poten-
tial ability to affect CV disease with spe-
cific measurable goals and defined strat-
egies to reach the goals. Periodic review
is made of progress to the goals, and the
strategies are modified based on feed-
back gained during the review. At the
same time, goals are revised to maintain
a steady improvement in the basic prob-
lem being addressed.

The idea of developing a medical
practice, an academic medical center, or
a community health group into a com-
prehensive integrated center to improve
CV health was developed by COSEHC,
which recognized the high prevalence of
CV risk factors and disease in the
Southeast.? It was believed that local
communities must develop programs to
address their local community CV prob-
lems. A COSEHC Center promotes
community CV screening and educa-
tion, comprehensive CV care, and edu-
cation for healthcare professionals.
These centers advocate the use of evi-
denced-based research, best clinical
practices, and the serial measurement of
clinical outcomes from these practices.
DRchip is one of 21 COSEHC Centers
of Excellence®™.

Disease Management (DM) strives
to utilize best practices as algorithms to
provide individual patient support to
enhance compliance with a recom-
mended treatment. DM programs usu-
ally incorporate continuous quality im-
provement within their protocols to
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evaluate the effectiveness of the inter-
ventions. In the case of DRchip, DM is
applied to the community through in-
dividual CV disease interventions. The
case managers who deliver DM typically
measure broader outcomes of commu-
nity CV improvement programs.

The DRchip program believes the
following principles will be critical to
success:

1. The community must improve itself;
external forces cannot make lasting
improvements.

2. Community resources that individ-
ually have good value must be used.

3. The community must own the im-
provement process to ensure long-
term success.

4. Educational interventions must be
based on sound scientific informa-
tion.

5. CV risk factor identification and
management (secondary prevention)
are important, but long-term educa-
tion of the community, and partic-
ularly children, in healthy lifestyles
and preventive CV health care (pri-
mary prevention) will be critical to
long-term success.

6. A community-wide coordinating
committee is required to provide co-
operative planning, measurement of
improvement, and identification of
community needs and resources to
sustain the program.

DRchip activities affect community
members of all ages and ethnicity
throughout the DRR. As the cadre of
community partners widen with con-
cerned citizens and committed health-
care providers who want the best for
those they serve, the incidence of CVD
morbidity and mortality should de-
crease. We anticipate that the DRR re-
gion will adopt healthier CV lifestyles
and ultimately will eliminate health dis-
parities and improve the quality of life
and longevity within the DRR.

Initially, DRchip utilized an annu-
ally renewable 3-year action plan featur-
ing the following 4 activities: 1) com-
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munity CV risk factor screening with
referral to primary care; 2) enhanced
public CV education through the
DRMC communications department;
3) a unique public middle school pro-
gram in which public health nurses
teach CV health; and 4) continuing
medical education (CME) for healthcare
professionals.

DRcHiP: AN NHLBI
EDUCATION
DISSEMINATION AND
UTILIZATION CENTER

In 2001, DRchip was selected as one
of the first 6 NHLBI Education Dis-
semination and Utilization Centers
(EDUC). This allowed expansion of the
initial DRchip community strategies
and added the capability of measuring
community outcomes using case man-
agers who serially followed patients with
CV disease. As an EDUC, the DRchip
program was expanded with these com-
ponents: 1) a hospital-based congestive
heart failure disease management pro-
gram to increase public CV education
with mass media support; 2) the addi-
tion of another public middle school to
the school initiative; 3) prospective out-
come measures over 3 years as nurse CV
case managers would be able to imple-
ment and maintain outpatient preven-
tive lifestyle changes in patients with
CV risk factors while assisting with
treatment of obesity, hypertension, hy-
perlipidemia, and post-hospital care for
CHEF patients. As an EDUC, the CME
initiative for healthcare professionals
was restructured into a prospective out-
come-based program using the case
managers to assist in measuring clinical
outcomes.

DRchip, providing community CV
risk factor screening/referral and public/
healthcare professional education relates
to the following Healthy People 2010
objectives: 12.1—Reduce coronary
heart disease; 12.2—Increase the pro-
portion of adults age 20 years and older
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who are aware of the early warning
symptoms and signs of heart attack and
the importance of accessing the rapid
emergency care by calling 911; 12.6—
Reduce hospitalizations of older adults
with heart failure as the principal diag-
nosis; and 12.10—Increase the propor-
tion of adults with high blood pressure
whose values are under control.

PRELIMINARY COMMUNITY
OuTCcOMES OF DRcCHIP

During the first 3 years, the DRchip
programming has identified several ele-
ments useful for future programming:

1. The DRR has a high prevalence of
treatable CV risk factors.
2. CV risk factors present at an early
age in the DRR.
3. The DRR populace is responsive to
interventions.
a. The community is interested in
partnering to improve health.
b. The community will buy into CV
prevention.
4. Additional community CV needs
have been identified.
a. Additional CV screening is need-
ed with follow up care.
b. There is an increasing demand on

DRchip for CV programs.

In summary, as the DRchip program
enters its fourth year, more community
CV needs have been identified. How-
ever, the program has found many part-
ners within businesses and faith-based
groups that lead us to believe even more
can be accomplished through a coordi-
nated community CV health program.
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